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Therapeutic Exercise:  
 
 
 
 
 
 
Figure 3.  
Exercises pictured include wheelchair pushups, latissimus 
dorsi  pull downs, pelvic tilts, crunches, lower abdominal 
bike, oblique crunches, heel slides, quad sets, straight leg 
raises. 
Images available respectively as follows. All images accessed October 20,2014. 
http: search.ebscohost.com.une.edm.oclc.org/login.aspx?direct=true&db=rrcv&AN=0110000023bptf11&site=rrc-live. 
http: search.ebscohost.com.une.edm.oclc.org/login.aspx?direct=true&db=rrcv&AN=0420000855umj018f&site=rrc-live. 
http: search.ebscohost.com.une.edm.oclc.org/login.aspx?direct=true&db=rrcv&AN=0110000103back01&site=rrc-live. 
http: search.ebscohost.com.une.edm.oclc.org/login.aspx?direct=true&db=rrcv&AN=0110000020bptf08&site=rrc-live. 
http: search.ebscohost.com.une.edm.oclc.org/login.aspx?direct=true&db=rrcv&AN=0380000043lt021f&site=rrc-live. 
http://www.spine-health.com/images/rehabfus/fig10.gif 
https://encryptedtbn1.gstatic.com/images?q=tbn:ANd9GcRFjrWLDyyt483HuiOFchw5RbWMch7f0ITXR0ZuRa_4088pD9ID
IQ. 
https:encrypted-
tbn1.gstatic.com/images?q=tbn:ANd9GcQsPYzKQWpzqYBIG1ZNCAADVF2puAY6uMwXV19XpUrrw3hy8VFf. 
http://search.ebsocohost.com.une.idm.oclc.org/login.aspx?direct=true&db=rrcv&AN=0085lowx04&site=rrc-live. 
Outcome 
• Discharged to an assisted living facility 
• Modified independent with slide board 
transfers 
• Unable to perform sit<>stand without 
assistance 
• Will receive PT at new location 
Discussion 
MC was able to make good progress during 
inpatient rehabilitation. She was able to 
improve her functional mobility from requiring 
assistance with all mobility to a modified 
independent level with a slide board. It seems 
that combining strengthening exercises and 
functional mobility training results in 
improvement in a patient with dementia 
involving motor planning deficits. Research 
should be conducted to further examine 
interventions used for this population. 
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Patient Description 
MC was a pleasant 82 year old female status 
post right above knee amputation at 
approximately 12cm below the greater 
trochanter. Prior to amputation MC resided 
in an elderly living facility. She was widowed 
but had three very supportive daughters who 
lived in the area. Her general health was 
good, she did not drink or smoke. 
MC was referred to a skilled nursing facility 
after a brief stay at an acute rehabilitation 
facility. Her main complaint was decreased 
functional mobility. 
                                       Figure 2. 
                                       X-ray image representing MC after                  
above the knee amputation. Her 
amputation was 12cm below the 
greater trochanter which will cause 
prosthesis fit and control difficulties 
                                                                                                                   Image available at 
http://images.radiopaedia.org/images
/4075963/3a3223e6038ebd01366e96
a42339c7_big_gallery.jpg. Accessed 
November 19,2014 
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Interventions 
MC received physical therapy interventions 
every day on weekdays and once on weekends 
for 30-45 minutes. 
Physical therapy collaborated treatment with 
OT, Nursing, Dietary, Doctors and SLP. 
Therapeutic Activities: MC was asked to 
perform many aspects of functional mobility 
throughout the day by all members of the 
healthcare team. Physical Therapy  helped MC 
learn how to perform bed mobility, 
supine<>sit, sit<>stand, squat pivot, stand 
pivot and slide board transfers in a safe and 
controlled manner. 
Background 
Lower limb amputation is a traumatic 
procedure that is most commonly performed 
on individuals who are diabetic or have 
peripheral vascular disease. Other causes of 
amputation include infection, trauma or 
cancer.1 
A sarcoma is a cancer in tissues such as 
muscle, fat, cartilage, or bone. The 
treatment goal is to excise and prevent 
growth or metastasis of the sarcoma.2 
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Figure 1.  
A. MRI image representing the sarcoma that resulted in 
MC’s above knee amputation 
B. Picture representation of a soft tissue sarcoma in the 
quadriceps. MC’s sarcoma started in her quadriceps 
and expanded to her femur. 
Image A available at 
http://www.mskcases.com/images/article/1/70-843.jpq. 
Accessed September 24, 2014. 
Image B available at http://drugline.org/img/term/sarcoma-
soft-tissue-13207_1.jpg. Accessed November 16,2014.  
 
There is limited literature regarding 
dementia involving motor planning deficits 
and physical therapy. However, based upon 
the interventions provided by physical 
therapists it is believed that individuals with 
dementia involving motor planning deficits 
will have some difficulty.3 
Purpose 
The purpose of this case report is to describe 
the inpatient physical therapy management 
of a patient following right above knee 
amputation with motor planning deficits. 
Heart Rate 84 
Blood Pressure 124/78 
Respiratory Rate 16 
System Findings 
Integumentary Impaired 
Neuromuscular Impaired 
Musculoskeletal Impaired 
Communication, affect Not impaired 
  
Initial Examination (Day 1) Re-examination and 
Discharge (Day 36) 
  
  
 
 
 
Strength 
Upper extremities grossly 4/5. 
  
 
Right residual limb tested to 
3/5 due to acute healing 
process 
 Left lower extremity gluteus 
maximus, gluteus medius and 
tibialis anterior 3+/5.  
Upper abdominal strength fair 
Lower abdominal strength 
poor 
Upper extremities remain 
grossly 4/5. Triceps, 
latissimus dorsi and 
pectoralis major 4+/5. 
Right residual limb tested to 
grossly 3+/5 due to continued 
wound healing. 
Left lower extremity gluteus 
maximus, gluteus medius and 
tibialis anterior 4/5. 
Upper abdominal strength 
good 
Lower abdominal strength 
fair  
Neuromuscular     
  
Balance 
Seated static balance steady 
>30 seconds 
Dynamic seated balance 
unsteady requires upper 
extremity support 
Berg balance scale score 5/56 
indicating a high fall risk 
Seated static balance normal 
> 2 minutes 
Dynamic seated balance good 
>15 seconds.  
 Berg balance scale score 
18/56 indicating a high fall 
risk 
  
FIM Transfers 
Rolling min assist x1 
Supine<>sit minimum assist 
x1 
Sit<>stand mod assist x2 with 
walker 
  
Slide board bed<>wheelchair 
mod assist x1 
  
Squat pivot bed<> commode 
mod/max x1 
  
Unable to ambulate 
Rolling modified independent 
Supine<>sit supervision 
Sit<>stand performance 
inconsistent contact guard x1 
to min assist x2 of 2  
Slide board transfer 
bed<>wheelchair, 
wheelchair<>standard chair 
modified independent 
 Squat pivot transfer 
bed<>commode supervision 
  
Stand pivot transfer minimum 
assistance of 2 with rolling 
walker 
Pain 1-2/10 “phantom” pains in 
right little toe and lateral foot 
Consistently 0/10 
Initial Examination (Day 1) Re-examination (Day 36) 
 
 
Integumentary 
All exposed areas besides 
right residual limb intact, 
right residual limb warm to 
touch, red color and 
serosanguineous drainage. 
Negative pressure wound 
dressing in place. 
Negative pressure wound 
dressing discontinued. 
Wound is packed and 
covered every three days. 
Stump shrinker stocking in 
use about 16 hours per 
day. 
Musculoskeletal     
  
ROM 
B UE and LLE ROM WFL 
Right residual limb ROM: 
hip flexion/extension 0-95° 
all other ROM WFL.  
B UE and LLE ROM remain 
WFL 
Right residual limb ROM: 
hip flexion/extension 5-0-
100°.  
